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the basis of a "formula" (size and other demographic characteristics of a population, for example) may be appropriate to help ensure that all states are eligible for at least some support.
Serious consideration should be given to the impact of funding mechanisms. Matching-fund programs, for example, may discourage participation by states with severe shortages of state funds; maintenance of "level of effort" (e.g., that a certain level of state expenditure in one year becomes the base for ensuing years) also may be a significant barrier for states in serious fiscal disarray. Nevertheless, even with these disadvantages match-ing-fund programs can be extremely important politically and can contribute significantly to the perception, and the reality, of continuity of effort. Thus, a significant issue for the federal center (and its advisory council) will lie in devising funding strategies that will be attractive to states and feasible for them to manage.8
Apart from direct "grants," the EMS-C center should also seek to identify other mechanisms that could create incentives for states to give attention to EMS-C needs. These might involve different kinds of financial incentives (for research, training, highway funds, or the like), user liaison and outreach programs, and information exchange. For example, the center might undertake to increase access to training or to help finance purchases of additional equipment.
Providing Technical Assistance
States and localities may not have available the kinds of expertise they need either to assess shortcomings in their ability to provide emergency care for children or to develop the new programs that would improve their capabilities. A technical assistance program at the federal level could help make the necessary expertise available. That assistance might take various forms, including model legislation, periodic workshops conducted at the local level, or special expert panels assembled to give advice on especially difficult problems. Other areas include specific pediatric training and strategies for retraining, pediatric hospital classification and destination guidelines, pediatric triage protocols, and pediatric quality assurance criteria.
Early in its existence, the federal EMS-C center should identify high priority areas, such as data collection and analysis, where technical assistance would be especially valuable. Federal employees, outside experts acting as consultants to the center, and subcontractors might all be used in this technical assistance role.
NHTSA's program for state EMS assessments illustrates the kind of services that can be provided (NHTSA, 1991b). When a state requests an assessment, NHTSA assembles a team of experts and serves as a facilitator for the review. The members of the team are picked to ensure standing and plan have been met. Making some funding available ontudinal surveillance. Controlling the costs of data collection must be a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
